
the white corpuscles had been decreased to 93,750,
or 1 to 23.

Today his hemoglobin equals 63 per oent., his red cor-
puscles 4,000,000 and his leucocytes only 19,000. The
proportion therefore is 1 to 210, which approximates
the normal proportion very much more closely than
the earlier count. The blood also shows that the mye-
locytes are present in the proportion of from 8 to
13 per cent., and it is a noteworthy fact that his
polynuclear leucocytes, which are usually decreased
in this disease, amount to from 51 to 66 per cent.,
which is about the number usually found in normal
blood. His spleen is found to be greatly enlarged.It extends almost to the anterior superior spine of
the ilium and in the middle line as far as the
umbilicus, but his color has greatly improved and
there are many men who would appear far more
anemic than he, although they would consider them-
selves as being in perfect health.

The second case is far more interesting because
much more rare, representing as it does a case of
possible lymphatic leukemia. It is that of a young
man of 23, a barber by occupation, who is intensely
pale and yellow looking. An examination of his
chest and arteries shows loud anemic murmurs, his
spleen is enlarged to even greater extent than the
patient first brought before you and we have records of
his blood over many months. October, 1895, an exam-
ination of his blood showed that his hemoglobin was
30 per cent., his red blood corpuscles 2,060,000 and his
leucocytes 8000. He has been in hospital off and
on since that time and we have a great many counts
of his blood. His case is not a typic one, but I think
we can say that it is one of lymphatic leukemia. At
the present time his hemoglobin is 33 per cent., his
red corpuscles the same as before and the leucocytes
6200. While the red corpuscles are somewhat de-
creased, as they frequently are in leukemia, the white
blood corpuscles are not increased as is usual; indeed,
this proportion between white and red is often seen in
health. It is only when we consider his various corpus-
cles that we have much light thrown upon the diagnosis.
We then find that his lymphocytes, which are ordinarily
present in comparatively small numbers, amount to 84
per cent., that polynuclear leucocytes, which usuallymakeup a large proportion of the white cells, only
amount in this patient to 8 per cent., while the mono-
nuclear leucocytes amount to 4 per cent. There is also
absent in his case one other frequent sign of lymphatic
leukemia, namely, very great enlargement of the lymph-
atic glands all over the body. This boy has no such
enlargement, but his lymphocytosis, combined with his
profound anemia, the fact that he has had hematuria,
that he has hemorrhages in his retina and that he is
intensely anemic and pallid without a corresponding
loss of flesh, seem to make the diagnosis fairly clear.

In many of these cases of leukemia we find in addi-
tion to a decrease in the number of red corpuscles,
an abnormal red blood corpuscle which possesses a

nucleus, this corpuscle being called a normoblast and
sometimes also possessing ameboid movement. In
the presence of a patient suffering from multiple
enlargement of the lymphatic glands, a symptom
which this boy might present, it would be incorrect for
you to jump to the conclusion that he was suffering
from lymphatic leukemia, because a similar enlarge-
ment is seen in what is known as Hodgkin's disease
or pseudo-leukemia and multiple tubercular infection.

The treatment given these patients has been a

nourishing diet, the meeting of current symptoms
which have seemed of most importance, and ascend-
ing doses of arsenic until they reached the physio-
logic limit of the drug.

FIVE CASES OF CHOLELITHIASIS.
BY BAYARD HOLMES, M.D.,

PROFESSOR OF SURGERY IN THE COLLEGE OF PHYSICIANS AND SURGEONS
OF CHICAGO, THE MEDICAL SCHOOL OF THE UNIVERSITY OF ILLINOIS.

The following cases are reported because each of
them contains at least one point of real surgical
interest:

Case 1.\p=m-\Indistinctpain in the abdomen, with sick head-
ache; the morphin habit; empyema of the gall bladder; chole-
cystostomy; recovery. The patient was a physician, 45 years of
age, who came to Dr. Waugh's sanitorium for the treatment
of the morphin habit. He was of very regular habits, used
no tobacco or alcohol and had no significant previous history.
He had indistinct pain in his back and abdomen for several
years and was accustomed to take small doses of morphin to
relieve this distress. These doses increased, however, in fre-
quency and size until he found himself, under one pretext or
another, taking larger and larger doses, up to 0.45 or 0.52
grams a day. He was bright and had been able to follow his
practice, which was large and diversified. On coming to the
sanitorium he stood the treatment well for a week or two, when
without apparent cause and without any very great increase in
this indistinct pain in his back he gradually began to have an
evening rise of temperature, with some sweat. At length
symptoms of peritonitis, distension of the abdomen and tym-
panites appeared, and it was discovered that his right abdom-
inal region was filled by a tumor six inches long and three or
four inches wide. It was so large a tumor that it was at first
looked upon as a periappendicular abscess. In the course of
twenty-four hours the symptoms were so grave that I was
called in to open the abscess. This was Dec. 16, 1893. The
patient at this time was only partially conscious; his abdomen
was slightly tympanitic ; the bowels had been freely moved by
an enema; the patient's temperature was 102, his pulse 120.
He had never had any paroxysmal pain, but complained of a
deep pain in the back, which was relieved by the use of morphin.
In examining the eyes the pupils did not show the effect of the
morphin ; the tongue was coated typhoid-like; the lips dry and
parched; the skin hot and dry; the respirations rapid and
superficial, as in peritonitis; the heart's action was perfect,but rapid; the abdomen was slightly distended, and in the
right side was found a tumor, round, smooth and pressing up
against the abdominal wall, which tumor I readily recognized
as a greatly distended gall-bladder or possibly a pyonephritic
tumor. His urine was examined and found to contain a trace
of albumin and was otherwise highly concentrated. He urin-
ated voluntarily. The case was considered one of great gravity,
and an immediate operation was undertaken. The abdomen
was opened by an incision along the outer border of the rightrectus muscle two and one-half inches long. The tumor showed
itself in the wound unattached to the viscera. The first effort,
however, to examine it resulted in rupture of the sac and the
discharge of a large quantity of thick pus. The walls of the
tumor were instantly grasped in several pair of forceps and the
tumor pulled out into the wound. By means of several silk
sutures, it was attached to the margins of the wound and the
edges were trimmed off, making a large opening into the gall-
bladder. The finger was passed down to the cystic duct, but
on account of the necrotic condition of the sac it was considered
unadvisable to make any attempt to sound the cystic duct.

During the following twenty-four hours the temperature fell
to 99 and rose again at the end of the second day to 101, after
which it gradually declined until the twenty-fifth day. Upon
the eighth day the stone appeared at the mouth of the wound
and was with some difficulty removed. It was half an inch in
diameter and about an inch long, being pear-shaped and having
a facet at one end, showing that another stone had been in con-
tact with it. This was dislodged a few days later. The patient
made an uninterrupted recovery, with one exception. On the
tenth day after the operation the usual irrigation of the wall of
the gall-bladder was undertaken by the nurse, but the mouth
of the fistulous opening into the gall-bladder had now become
so small that the irrigator point did not allow a free return of
the water from the cyst, and as a result the water probably
flowed through the cystic into the hepatic duct and carried
back with it the pus from the gall-bladder. The patient com-
plained of a sudden dreadful pain, quickly went into a collapse
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from which he was with difficulty revived, and in the course of
a lew hours he had a pronounced chill and a rise of temperature
to 103 degrees, as represented in the chart. This was unac-
companied, however, by any symptom of peritonitis, and upon
the following day the temperature fell to normal and never rose
after that time. This is shown by the accompanying chart.
In the course of a few weeks the fistula completely closed, but
it required a secondary operation to remove one of the silk
sutures, which had been too hastily placed during the emergency
of the first operation in an inaccessible position.

This case illustrates the fact that a stone may give
rise to severe disturbance and nervous unrest and dis-
tress which can not be characterized as biliary colic,
and may even initiate the morphin habit in an other-
wise healthy and well-balanced man. It also shows
the danger of irrigating the gall-bladder after the
obstruction in the cystic duct has passed away. In
this case the irrigations were begun on account of

• gangrene of a large part of gall-bladder, but I thought-
lessly neglected to give directions that the irrigations
be stopped as soon as the stone was dislodged and
the bile began to pour out.
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Case 2.—Impaction of a stone in the cystic duct for five

years, with attacks of pain and vomiting at intervals of two
or three months, each lasting a day or two. Relief from all
symptoms for five years. Impaction of the stone in the
middle of the common duct; rupture of the common duct,
removal of the stone, suture, drainage and death from shock.
Mr. P. when I first saw him was 51 years old. He was suffer-
ing from an attack of "gastritis," the symptoms of which were
pain at the pit of the stomach, general abdominal distress,
persistent vomiting and considerable prostration. This attack
came on the morning after Thanksgiving, presumably after an
unusually full meal. He said he had had such attacks repeat-
edly for three years. Usually it had been necessary to give
morphin to remove the severe, rather constant pain, which was
always felt slightly to the right of the middle line of the
abdomen and just under the edge of the ribs. The morphin
was given hypodermically and the patient carefully examined.
A small round tumor the size of a hen's egg could readily be
felt almost touching the abdominal wall in the region of the
gall-bladder. The liver was not enlarged, the stools were nor-
mal colored, there was no jaundice. A diagnosis of a stone in
the cystic duct was made and an operation for its removal was
recommended. The next day the pain had disappeared, the
patient recovered during two or three days on a light diet, and
an operation was refused. During the following three years
this happened at irregular intervals two or three months apart,
one of which always occurred on the morning following
Thanksgiving. I attended him through each of these attacks
and always recommended cholecystectomy. The patient sub-
mitted to a rather restricted diet and during the five following
years he had no attacks of pain and often spoke of his wisdom
in refusing an operation. At last, upon the morning after the
eighth Thanksgiving he sent an imperative message to bring
him morphin as he was suffering from another attack of gall-

stones. This time the pain was much more severe than ever
before. The patient showed jaundice six hours after the
beginning of the attack, which jaundice deepened graduallyduring the twelve hours following while we were waiting for
the return of his wife in order to operate upon him. It was
almost impossible to remove the exacerbations of pain, which
come on first at 4 a.m., again at 7 a.m., again at 7 p.m. and
lasted from this time continuously until he was operated uponthe next morning at 11; but vomiting occurred only two or
three times, and nausea was not a prominent symptom. At
first a hypodermic of 0.03 gram of morphin was given. Six
hours later a teaspoonful of chloroform in olive oil was givenby the mouth. After this the pain was controlled by inhala-
tions of chloroform at each paroxysm. His wife returned
twenty-nine hours after the beginning of the pain. At that
time his pulse was 100, temperature 98 in the rectum; his
abdomen considerably distended and his skin in the second
stage of jaundice. The abdomen was opened by a small inci-
sion in the median line high up, and immediately about a
quart of greenish fluid poured out. The finger discovered a
completely atrophied gall-bladder, and a stone an inch longand half an inch in diameter in the common duct about its
middle portion. This stone had the appearance of two trun-
cated cones set with their bases together. Its surface was
dark and nodular. There was evidence of the former contact
of a small stone at one end. A long incision was then made on
the outer border of the right rectus muscle, the abdominal
cavity was carefully washed out with a large quantity of
sterile water. The liver and intestines were retracted with the
assistants' fingers and a row of twelve fine silk sutures were
placed in the wall of the common duct over the perforation,
which was found directly over the stone in the middle and
beginning lower third of the common duct. The stone was
used as a guide in inserting the sutures. When the sutures
had been placed a forceps was carefully insinuated into the
opening and the end of the stone was grasped, and by the aid
of the finger behind it and the forceps it was slowly and care-
fully withdrawn without much enlargement of the rupture.
The duct was explored in both directions without result. The
sutures were then drawn together and tied and cut off short.
There seemed to be no leaking, and yet fearing this possibility,
the omentum was brought up and fastened so as to make a
deep well leading down from the long abdominal incision to
the rupture in the common duct. This well was filled with
strips of iodoform gauze in Mickulicz's handkerchief, and in
order to make the drainage more complete a large perforateddrainage tube was passed down the center of the gauze for a
distance of five inches. Everything was held in place by a few
sutures in the omentum, and the abdominal wall was closed,allowing about two inches space for drainage. The operationlasted an hour and a quarter. The patient seemed to suffer
only moderate shock, the pulse and temperature at the end of
the operation were only a trifle different from what they were
at the beginning. During the eleven hours that the patient
lived the symptoms of shock increased and the patient slowly
but surely, and in spite of every means of stimulation and
care, declined. There was no hemorrhage. The dressings
were saturated with a greenish fluid; the urine was high col-
ored and the perspiration yellowish. The patient died eleven
hours after the operation without reaction. Superficial post-
mortem examination through the wound revealed nothing new.

This case illustrates the danger of neglecting to
open the gall-bladder and remove the calculus as soon
as the diagnosis has been made. It is also a warning
against neglecting to operate in case of obstruction of
the common duct at as early a moment as possible.Although many cases of traumatic rupture of the
gall-bladder have been reported in which recoverytook place; after rupture, especially when due to
obstruction by a gallstone and presumably accom-
panied by infection of the biliary apparatus, death
from peritonitis is the rule. Mayo of Rochester,
Minn., reports a case of injury of the gall-bladder in
a boy 12 years old, with recovery after repeatedremoval of a biliary ascites, and many similar cases
are reported. Peritonitis is produced not by bile but
by infected bile.

Case 3.—Obstruction of the common duct, absence of the
gall-bladder; disappearance of the calculus under manipu-lation; drainage of the peritoneum; recovery. In August,
1894, Dr. Louis May called me to see a patient, 35 years old,
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in whom he believed he had a case of obstruction of the com-
mon duct. The patient was a powerful, fat ice-man, of rather
intemperate habits, who had suffered from frequent attacks of
colic unaccompanied by jaundice. Three dajs before my
observation he had been attacked with colic during his labor
distributing ice. He administered to himself liberal doses of
whisky, both hot and cold, and had one or two doses of mor-
phin during the night hypodermically. The pain was very
severe and the paroxysms were of rather long duration. In
the morning he was completely jaundiced. The jaundice
increased, the urine became black and the patient went into a
comatose condition, with tympanites and occasional attacks of
vomiting. This was the condition in which I found him. His
jaundice was extreme; the clothing in which he lay was
stained with bile. The urine removed from his bladder with a
catheter was almost black. The respirations were shallow and
the heart beats were faint. The pulse was 110 and the tem-
perature 98. No tumor could be felt. The liver was consid-
erably enlarged, extending downward about an inch and a
half beyond the margin of the ribs. Operation for the removal
of the obstruction was undertaken. The stools had been
removed during the last two days by means of enemas and
they were uncolored by bile. The patient was anesthetized
with a small amount of chloroform and an incision made along
the outer border of the right rectus muscle. The intestines
were stained yellow, the liver itself looked almost black, so
greatly was it engorged. The space in which the gall-bladder
is usually found was occupied by a firm cicatricial mass, and
the gall-bladder seemed to be entirely absent. Passing the
finger down the common duct, at the first examination it
seemed that a row of calculi could be felt, but a few minutes
later and after a little further manipulation made to break up
some light adhesions over the common duct, they entirely dis-
appeared, nor could they, during the course of the operation,
be felt again. At this time a greenish-yellow fluid was sponged
out of the bottom of the abdomen and I was afraid, though I
could not be certain, that I had ruptured the common duct.
Pressure upon the liver caused distention of the common duct,
and as soon as the finger was pressed upon it to milk it into the
intestine the duct collapsed and the bile disappeared some-
where, presumably into the duodenum. I believed that the
obstruction had in some manner been removed, and I feared
that the common duct leaked into the peritoneal cavity. The
stones could not again be felt; I did not think best to open the
common duct and probe for them. Therefore, I built a sort of
well leading down on the under surface of the liver between
the right lobe and the quadrate lobe and paved the space
with strips of iodoform gauze and sewed up the remainder
of the wound, covering it all with an antiseptic dressing,
held on with adhesive straps. The patient did not vomit
after the anesthetic, and on the morning of the following
day he was perfectly conscious, had a good appetite and
several free bile-stained movements of the bowels. The wife
made a superficial examination of the feces, but did not find
any stones. This examination I consider valueless, however.
The jaundice began to disappear. Upon the third day after
the operation he resisted his wife's entreaties and the doctor's
orders and dressed himself and went to his favorite saloons to
see his friends. The doctor was called and induced a police
officer to assist him in taking the patient home and putting
him again to bed. The dressings were at first saturated with
bile, but after a day or two the discharge was small, the pack-
ing was gradually removed and the wound closed without any
event. The patient has not had an attack of biliary colic or
jaundice since that time and has during the past four years
been perfectly well.

This case illustrates the fact that after long contin-
uance of calculi in the cystic duct the gall-bladder
sometimes becomes atrophied, and it further illus-
trates the fact that the stones may be upon the verge
of passing into the duodenum and need only slight
assistance to dislodge them. It also shows that after
forty-eight hours the adhesions about a Mikulicz's
drain in the abdominal cavity are strong enough to
withstand considerable assault. It seems to me now
that in a similar case I should not be satisfied to
leave a stone because I could not palpate it.

Case 4.—Repeated attacks of biliary colic for nine years,
 without jaundice; cholecystostomy and immediate removal of
the calculus; recovery.—Mrs. P., 46yearsold, the mother of five
chi ldren, the youngest one 9 years old, had puerperal fever
aft er the birth of this child. The symptoms were very grave.
Th e patient had chills and fever and sweat for six or seven

weeks and recovered with broken health, very much emaciated.
At the same time she had an abscess of one of her breasts,
which required poulticing and afterward incision and drainage.
When this child was 1j| years old she had an attack of colic,
which lasted for three or four days, during which there was
very severe vomiting and great prostration. From this attack
she recovered promptly and since that time has had such
attacks at frequent intervals, usually as often as two or three
times a year. I was called to see her Feb. 13, 1896. She had
been suffering for twenty-four hours with excruciating pain in
the upper right side of her abdomen, extending into her back
and right shoulder. A physician who had been treating her
had made a diagnosis of gallstones and had attempted to
administer remedies by the mouth, but on account of the fre-
quent and persistent vomiting these remedies had had no
effect. The pain was unabated and the vomiting occurred at
intervals of ten to twenty minutes, with great retching. I
found a large fat woman, with relaxed abdominal walls, moist
skin, tender abdomen and a considerably contracted pupil,
probably the effect of the morphin. There was no jaundice,
and the liver was not recognizably enlarged. The urine was of
normal color and contained only normal constituents. The
temperature was between 100 and 101 degrees F. There had
been no pronounced chill. The pulse was strong but rapid,
110, The patient looked anxious and begged for relief. I
made a diagnosis of a single large stone in the cystic duct, and
in trying to explain the condition to the husband I made a draw-
ing of what I believed the stone to be, both in size and gen-
eral appearance. This drawing he afterward compared with
the stone which he saw removed. I administered a hypo-
dermic of morphin, 0.03 gram, and urged an operation, basing
my diagnosis wholly upon the symptoms. The abdomen was
opened by a short incision in the median line and the finger
pressed downward and to the right discovered the stone and a

slightly distended gall bladder. A second incision was made
along the border of the costal cartilage opposite the ninth rib,
and the tumor was with some difficulty pressed up into the
wound and fastened there with a couple of rows of strong silk
sutures. The gall bladder was opened and the stone in the
cystic duct was easily pressed forward into the gall bladder and
outward through the wound. The stone corresponded almost
exactly in size and shape with the sketch I had made of it
before the operation. The wound was covered with antiseptic
dressing, and during the following three weeks it continued to
discharge more or less bile, when it closed suddenly and per-
manently. Since this time the patient has been wholly free
from these attacks and has had no symptoms of sick headache.

This case shows the probable source of gallstones
in the puerperal fever which the patient suffered a
year and a half before any pain was felt. It also
shows how long a patient is frequently neglected, suf-
fering from stone in the cystic duct, a place so easily
attacked and so amenable to simple surgical treatment.

Case 5.—Sudden impaction of stone in the cysticduct without
previous symptoms of biliary colic or cholangitis, cholecystos-
tomy and discharge of a large number of stones, with a, single
copious discharge of bile after ten days; closure of the fis-
tula in tivo months, followed in the course of three weeks by
renewed colic; second opening of the gall bladder; drainage
for three months; recovery.—Mrs. E., aged 54, the mother of
two healthy children, had never had any attacks of biliary
colic or symptoms which could be referred to this condition.
April 26, 1897, she was suddenly taken with a severe pain in
the epigastrium, with vomiting and very slight indication of
jaundice. The pain continued for twenty-four hours, with a
chill at the end of this time and rise of temperatue to 102.
This was followed by repeated slight chills and a continuous
high temperature for three days, when I was called to see the
patient. She was a large woman of dusky skin and dark
eyes. The abdomen at this time was excessively tender and in
the region of the gall bladder especially sensitive, but by care-
ful rolling of the tissues under the palm of the hand, a round
smooth tumor could be felt, which was believed to be the dis-
tended gall bladder. There was nothing significant in the
condition of the heart and lungs. The respirations and pulse
corresponded with the temperature, which was now 102. The
patient was much collapsed and begged to be relieved of the
pain and vomiting. I recommended immediate operation,
designed to relieve the gall bladder and remove the obstruction
in the cystic duct.

An incision was made in the middle line large enough to
admit the index finger, and the diagnosis of obstruction of the
cystic duct and empyema of the gall bladder was confirmed.
The gall bladder was surrounded on nearly all sides by light
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adhesions, which did not, however, involve the anterior abdom-
inal wall. An incision was made over the gall bladder and
with some difficulty it was drawn up into the incision and fas-
tened there by a row of silk sutures. The gall bladder was
then opened and a cloudy whitish yellow fluid was discharged.
The finger was passed into the gall bladder, but no stones could
be found by a light examination. During the following ten
days the patient rapidly improved, and a number of faceted
gall stones were discharged. About this time the dressings
were suddenly saturated for the first time with bile, A few
more stones were then discharged into the dressings and the
patient improved, but no more bile showed itself. July 1 the
wound had completely closed, the patient was about and feel-
ing well. July 26 the patient was again attacked with the same
symptoms which she had suffered in April. I saw her at this
time every day. On the third day I determined to reopen the
gall bladder in the scar. The patient was as much prostrated
as she had been before the first operation, and I determined
now to keep the gall bladder open until I was certain that all
stones were removed or dislodged. After this operation the
gall bladder was drained until November 1, during all of which
time there was a discharge of bile whenever the opening from
the gall bladder was not plugged. After free drainage for two
or three weeks without the removal of any stones, I introduced
an olive-shaped urethral sound (about No. 15 American in size)
into the gall bladder, and coiled up the silver handle to it so as
to make a sort of spring resting against the abdominal wall,
thus pulling the blunt side of the olive into the wound to act
as a ball valve. This remained in the wound from the last of
August until November 1, when it was removed. During all
this time there was only a small and not very troublesome dis-
charge of bile. The sound itself on removal was covered with
the thinest possible black film, which cracked, rolled up and
fell off as soon as it had dried. I can not account for the
obstruction which occurred in July. I was not able to find in
the gall bladder, or in the cystic duct, or in the common duct
any evidence of stone, although I was able without much diffi-
culty to pass a sound into what I believed to be the intestine.
During the past six months the patient has been very well and
able to attend to her many duties.

Each of these cases has its own story to tell. In
only one case did death result, and then because the
warnings of biliary colic without jaundice were un-
heeded, and perhaps, too, because the necessities of
the case almost demanded too great a delay after the
last warning given by biliary colic with jaundice.
A CASE OF TUBERCULOSIS OF SPLEEN,

WITH SURGICAL TREATMENT.
BY A. M. HAYDEN, M.D.
SURGEON TO ST. MARY'S HOSPITAL.

EVANSVILLE, IND.

A scarcity of literature on the subject of surgery of
the spleen has induced me to report the following
case, one that has been of unusual interest to me.

About Feb. 20, 1896, Mrs. Wm. F., age 24, first felt
pain in the left hypochondriac region, which, slight at
first, gradually grew more severe until she came under
my observation, April 19,1896. At that time the painin the region of spleen was at times quite intense, while
at others it was entirely absent. There was no rise of
temperature, but her pulse was about 100. Her
appetite was good, she had no cough or bowel trouble,and attended to her household duties as usual. I pre-
scribed counter irritants externally and quinia and
codein internally. Her condition remained about
stationary until May 10, when her temperature was
101 degrees and pulse 120. The pain in the spleen
was quite severe and on palpation I found quite an

enlargement of that organ. She had no chills preced-
ing the rise of temperature, nor other symptoms of
malaria. She was well nourished, had rosy cheeks
and weighed 108 pounds, which was her averageweight. i

Notwithstanding she had no symptoms of malaria,
I put her on quinin, Fowler's solution and syrup of the

iodid of iron, with tincture of iodin externally, and
kept her on a similar line of treatment for fifteen or

twenty days, during which time her condition con-
tinued to grow steadily worse. I was still in doubt
about my diagnosis and called council. After a thor-
ough examination, which included the history of both
her father's and mother's families, with negativeresults in regard to both tuberculosis and carcinoma,
we were still in doubt about the nature of the trouble
that was producing the tumor in the spleen, as it had
now reached a size that would justify us in calling it
a tumor. My council advised a trial of protonuclein,
and it was given her for about two weeks. Meanwhile
the tumor of the spleen continued to enlarge, forcing
its way up under the short ribs and extending down
into the left iliac region and over to the median line,
reaching to the umbilicus.

An exploratory operation was done June 23, 1896.
The incision was made over the most prominent part
of the tumor. After reaching the peritoneal cavity
we found the tumor free from adhesion to the abdom-
inal walls.

It was softer than normal spleen structure and of a

grayish color. I opened the splenic cyst or covering,
which is composed of peritoneum and a fibrous coat
intimately connected. Inside of the cyst we found a

large mass of abnormal growth and broken down
splenic tissue. After removing this soft tissue, which
I did with my fingers and a spoon curette, I stitched
the splenic cyst to the wall of the abdomen, leaving a

cavity in the cyst as large as a baby's head, with no

cystic wall separating it from the small portion of the
splenic structure that was not removed.

I thoroughly packed the cavity with iodoform
gauze and dressed the wound open to secure drain-
age, thinking that suppuration would take place and
it would heal by granulations. A microscopic exam-
ination of the specimen removed blasted all such
hopes, as it revealed pus corpuscles and tubercular
bacilli.

The patient rallied well from the operation. Peri-
tonitis developed on the second day, threatening to
destroy the patient's life; after a few days she gradu-
ally improved.

Her pulse rate was unusually high compared with
the temperature. A chart was kept for twenty-two
days after the operation, from which I found an aver-

age morning pulse of 114.2, the highest rate being
150, which was noticed June 26, and the lowest 85,
July 8. There was an average evening pulse of 119J.
The highest reached was 144, June 27; the lowest,
July 5, 98. During the twenty-two days there was a
mean morning temperature of 99.5 degrees; the high-
est point being reached on the morning of June 26,
103 degrees; and the lowest July 8, 98 degrees.
There was a mean evening temperature of 100.2
degrees; the highest on the evening of June 25, at
which time it reached 104 degrees. The lowest even-

ing temperature was 98.2 degrees, and occurred on the
evening of July 14, 1896. The high pulse rate con-
tinued throughout the entire course of the disease.
This high pulse rate has been a peculiarity of most
cases of disease of both the spleen and pancreas that
have come under my observation.

The patient gradually improved in her general
condition as indicated by a good appetite, marked
gain in flesh, weighing more three weeks prior to death
than she had for several years previous. The open

-ing into the spleen continued to discharge a small
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